Background
General practitioners (GPs) are usually considered key service providers in primary care [1] . There is varying organisation of general practice both within and between countries, and the organisational framework is of significance to the services offered [2] [3] [4] . Available appropriate medical equipment is positively correlated with the quality of medical performance [5] , and GPs with good access to basic diagnostic tests both diagnose, treat and refer patients more appropriately [6] .
In 1993, the European Task Profile Study investigated service provision for GPs in 30 European countries [2] . Finland and Iceland scored higher than the Scandinavian countries when it came to application of medical techniques and procedures. With regard to comprehensive disease management in Nordic general practice, Norway scored the highest and Finland the lowest. Norwegian GPs' available equipment was described in an extensive report from 1981 [7] , but both the organisation of the primary health care system and the available diagnostic and therapeutic equipment has changed significantly since then. A study from 2001 explored differences in consultation rates and diagnoses given by Nordic GPs [8] . Some more recent studies from other European countries describe the spectrum of medical equipment in the respective countries [9, 10] . It remains unknown how this compares with the situation in the Nordic countries. Updated and systematic knowledge about available technical equipment, tests, medical procedures and conditions primarily handled in Nordic general practices is needed.
Health systems in the Nordic countries
The Nordic countries (Norway, Denmark, Finland, Sweden and Iceland) have comparable political structures, and health care systems are based on the Nordic welfare model, aiming for equal access to health care services for all residents. However, when it comes to primary care and general practice, there are important organisational differences (Box 1).
Aim
The aim of this study is to describe services provided by Nordic GPs in terms of available diagnostic and therapeutic equipment, tests and procedures in the GPs' offices. We also aim to describe differences between Nordic GPs' clinical involvement in treatment and follow-up for a selection of diagnoses.
Material and methods
Our material originates from the study Quality and Costs of Primary Care in Europe (QUALICOPC) [11] . A set of four questionnaires was developed by the QUALICOPC Partner Consortium, led by the Netherlands Institute for Health Services Research (NIVEL). The construction of the questionnaires, as well as a detailed account of their contents, is extensively described elsewhere [12] , as are the details concerning the implementation of the QUALICOPC study [11] . The development of the questionnaires was based on existing, validated questionnaires. Participating GPs completed a questionnaire reporting information about their individual practices.
Sample
In Sweden and Denmark, random national samples of GPs were invited to participate. In Iceland, the entire GP population was invited. In Finland, there was a mixed procedure of random sampling plus selected GPs. In Norway, there was convenience sampling within formal and informal GP networks. Based on calculations in previous research [11] , the study aimed to realize a response of 220 GPs from each participating country except Iceland (aim 75 GPs). Inclusion stopped when a satisfying number of responders was reached, or when no further recruitment was considered feasible. In Denmark and Norway, the GPs received an economic incentive for participation, and in Iceland participants were invited to a seminar [13] . In Sweden and Finland, no incentives for participation were offered. All questionnaires were answered anonymously. Data collection took place from 2011 to 2013.
Measures
We recorded the following demographic variables: GP's gender and age, solo or partnership practice, whether the GPs were self-employed or employees, and size of patient list. The GPs estimated how many face-to-face patient contacts they had on a normal working day, usual length of a consultation in their office and the distance to the nearest hospital.
The GPs indicated from predefined lists which equipment was in use by themselves or their staff, which procedures that were carried out by themselves or their staff as opposed to referring to secondary care specialists, and to what extent they were involved in the treatment and follow-up of patients with a listed selection of diagnoses. The eligible selection of equipment, procedures and diagnoses is indicated in Tables  2, 3 and 4, respectively. All questions focused on regular practice and not the situation in out-of-hours care. The GPs were given four possible answers concerning to what extent they performed the indicated procedures, and to what extent they were involved in treatment and follow-up of the given diagnosis: 1. (Almost) always; 2. Usually; 3. Occasionally; and 4. Seldom/never. These were merged into two categories during analysis: always/usually (1 þ 2) and occasionally/never (3 þ 4).
Statistics
We present descriptive statistics with numbers, percent, min-max intervals and 95% confidence intervals (95%CI). To identify differences between countries, we used binary logistic regression adjusting for GPs' sex and age, number of consultations per day and distance to the nearest hospital. We compared each country to all other countries in four separate regression models. To adjust for this multiple testing, we used the Bonferroni correction, giving a significance level of p 0.0125 for the logistic regression analyses. For all other analyses, the significance level was set to p 0.05. Odds ratios (OR) are given with 95% CI. Analyses were done in IBM SPSS Statistics 22 (SPSS Inc., Chicago, IL).
Results

Demographics
Responses from 875 Nordic GPs (Norway 198, Sweden 97, Denmark 212, Finland 288 and Iceland 80) were included in the analyses. Characteristics of the GPs are found in Table 1 . Table 2 shows details concerning the equipment available to the GPs. Basic medical equipment was available in virtually all practices. A selection of point-ofcare laboratory equipment was available in all countries, but the details vary. In Iceland, hardly any of the GPs had a coagulometer (3.8%), and this was also less common in Finland (26.8%) than in the other countries. In Norway and Denmark, cholesterol meters were uncommon (respectively 9.6% and 3.8%).
Medical equipment
Basic technical equipment like blood pressure monitors and otoscopes were available in more than 92% of GP practices in all countries. Electrocardiographs were present in more than 95% of all practices in all countries except Denmark (83%). More advanced technical equipment was almost exclusively present at Finnish GPs' offices: X-ray (62.7%), gastroscope (29.2%), sigmoidoscope (29.2%) and bicycle ergometer (31%). Abdominal ultrasound was available for over 50% of Finnish GPs, whereas only 4% of the Swedish GPs had this equipment. Microscopes were present in 62-73% of practices in all countries except Finland (23%). Defibrillators were very common in Sweden (96.9%), Finland (95.7%) and Iceland (96.3%), less so in Denmark (37.3%) and Norway (65.2%).
Treatment and follow up of patients with listed diagnoses
The GPs indicated from a predefined list the different medical conditions in which they always or usually were involved in treatment and/or follow-up (Table 3) .
Association with demographic factors (crude numbers, not shown in table): GPs with practices located 20 km Table 3 . Number and valid percentages (95% CI) of GPs who reported that they usually or always performed the listed procedures, or were involved in treatment/follow-up of the listed diagnoses. Table 4 . Between 95 and 100% of the GPs in all five countries indicated that they were involved in treatment or follow-up of chronic obstructive pulmonary disease (COPD), pneumonia, and type-2 diabetes.
Icelandic GPs were significantly less involved in the treatment of myocardial infarction, heart failure and peritonsillar abscesses than the GPs in all other countries. The Norwegian and Finnish GPs were significantly more involved in the treatment of rheumatoid arthritis than the GPs in the other countries. Norwegian GPs were significantly more involved in the treatment of Parkinson's disease than GPs in Denmark and Iceland.
Procedures
The procedures performed by the GPs are shown in Table 3 . Male GPs inserted IUDs less often than female GPs, OR 0.4 (0.3-0.6). However, wound sutures, OR 1.67 (1.1-6.7); wedge resection of toe nails, OR 2.2 (1.4-3.3); removal of sebaceous cyst, OR 1.8 (1.3-2.6); wart excisions, OR 1.5 (1.1-2.0); fundoscopy, OR 1.5 (1.02-2.2); strapping of ankles, OR 1.5 (1.04-2.04); and joint injections, OR 1.9 (1.3-2.8) were done significantly more often by male GPs.
Differences on country level: Table 5 shows the intercountry differences in performed procedures. Danish and Norwegian GPs were significantly more likely to insert IUDs than GPs in all other countries. Danish GPs did removal of sebaceous cysts, wedge resection of toenails, fundoscopy and intravenous infusion less often than GPs in all other countries, and less wound Table 5 . Associations (odds ratio (95% CI)) between country and procedures performed by the GPs or their staff. Logistic regression adjusted for sex, age, number of consultations per day and distance to hospital. sutures than GPs in Iceland and Finland. Finnish GPs administrated intravenous infusion more frequently than GPs in any of the other countries.
Discussion
We found several differences between the services provided by GPs in the Nordic countries. Danish GPs performed several procedures significantly less frequent than GPs in all other countries, although they inserted IUDs significantly more often than GPs in Sweden, Iceland and Finland. Finnish GPs performed a majority of the medical procedures more frequently than GPs in the other countries. GPs in Iceland reported involvement in a more narrow selection of the medical conditions than GPs in the other countries. Finnish GPs had more advanced technical medical equipment than GPs in all other countries.
It was otherwise difficult to identify obvious patterns in the differences between the countries; there was no clear indication of GPs in one country doing consistently more procedures, having consistently more equipment and treating a larger diversity of medical conditions than GPs in the other countries.
Strengths and weaknesses
Our material allows for international comparison, as we used the same questionnaire in all countries during the same period. In Norway, Finland, Denmark and Iceland, GPs were recruited nationwide. The distribution of the GPs' age and gender was representative for the countries [13] .
Finland and Iceland obtained the required number of GPs, whereas Norway obtained 90% and Denmark 96%. This was deemed sufficient for the use in statistical analysis. In Sweden, only 97 GPs (44% of goal) took part in the study, in spite of several reminders. The Swedish results must, therefore, be interpreted with care.
The questionnaires were designed and validated for an international study [12] . Thus, the questions were not specifically designed to map general practice in the Nordic countries. For Nordic circumstances, some of the items in the predefined tick-off lists may be construed as redundant or irrelevant (e.g. disposable gloves, refrigerator), whereas others were missed (e.g. dermatoscope, CRP measurement).
We used distance to hospital as a marker of an urban/rural location. However, in the QUALICOPC questionnaire, ' > 20 km to the nearest hospital' was the maximum distance indicated. In a Nordic context, many practices will be situated considerably further away from a hospital.
Our data give information about daytime general practice, the situation in out-of-hours care is not covered by our study. All information was based on the GPs self-reporting. We have no reason to believe that the differences are due to unreliable answers from the doctors.
Interpretation of results and comparison with other studies
In 2014, the Nordic Council of Ministers for Health and Social Affairs released a common strategy [14] that stressed the importance of working together to enhance quality and safety in health services. However, international comparisons of services can be challenging, as different countries have different allocation of tasks within the health care system.
In 1993, the European Task Profile Study investigated the range of services offered by GPs in 30 European countries, showing a strong position of primary care in the Scandinavian countries (Norway, Denmark and Sweden) [2] . When comparing data from 1993 with the QUALICOPC data from 2013, a relative increase in the GPs' participation in disease management was found in all the Nordic countries [3] . For performance of minor technical procedures, Iceland, Denmark and Finland showed a relative decrease in the same period, whereas there was an increase in Sweden and Norway.
Geographical location may affect the service provision in general practice. Lower referral rates in rural areas have previously been found in Canada [15] , and the use of outpatient specialist care was lower in smaller and more distant municipalities communities in Norway [16] . In Denmark, the distance to the nearest specialist or hospital is often considerably shorter than in sparsely populated areas such as large parts of Norway, Finland and Sweden. In areas with long travel-distance to the nearest specialist, it is likely that the GPs will offer more diagnostic and therapeutic procedures irrespective of remuneration systems. An association with distance to hospital was found for several procedures in our study.
In Denmark and Norway, fee-for-service remuneration (public reimbursement and, in Norway, patient co-payment) constitutes an estimated 70 of the direct income for the GPs [17, 18] . The services offered by the GPs in these countries may be influenced by the remuneration for the procedures in relation to the GPs expenses. This may explain some of the differences seen in our study. Wedge resections of toenails were less commonly done in Norway and Denmark than in the other countries. Time-consuming surgical procedures may be deprioritised if not considered sufficiently reimbursed.
Some differences in equipment can be explained by organisational variations. The Finnish GPs had a rather different profile than the other countries, with high availability of advanced technical equipment. This may in part be because some Finnish health centres used to be small local hospitals, and as such have a tradition of offering more specialised services. Still, only 66% of the Finnish GPs had spirometers, whereas this was available to more than 95% of GPs in all other countries. The service is in Finland traditionally offered in other locations than the primary care centres. In Denmark, only 1% of the GPs had eye tonometers, probably reflecting that the Danish patients can go directly to the ophthalmologist without referral.
In our results, we see a possible effect of gate-keeping. In Iceland, where there is effectively no gate-keeping, the GPs treated conditions such as rheumatoid arthritis, Parkinson's disease, heart failure and myocardial infarction significantly less often than in the other Nordic countries. We assume that Icelandic patients with these conditions are followed by relevant specialists.
Treatment traditions and habits also seem to affect the services provided in general practice. In Norway, the procedure 'strapping of ankle' was performed less often than in all other countries. This may not necessarily be considered a doctor's task; it is quite common to instruct the patients to do this themselves.
Conclusion and implications
GPs in the Nordic countries were generally well equipped, performed a wide spectrum of medical procedures and were involved in the follow-up of a wide selection of diagnosis. There are, however, differences that may be associated with variations in remuneration systems, geographical variations and other organisational factors.
If GPs are to take on an increased amount of tasks, a better understanding of what is at present offered in general practice is imperative. Experiences from other countries can be valuable. Differences should be investigated as a political and organisational as much as a medical issue.
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